
In conclusion, many of the NICE recommendations
will prove beneficial in ensuring that women with pre-
existing or gestational diabetes receive comprehensive
care that aims to minimise risks to mother and baby.
The recommendations will be most helpful for
clinicians managing predominantly white women
with type 1 diabetes and a high uptake of medical
care and low deprivation; however, in areas with an
increasingly obese, ethnically diverse population and a
high risk of type 2 and gestational diabetes, imple-
mentation will be more challenging.
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TEACHING ROUNDS

Role modelling—making the most of a powerful teaching
strategy

Sylvia R Cruess, Richard L Cruess, Yvonne Steinert

Teachers need to be aware of the conscious
and unconscious components of learning
from role modelling, so that the net effect of
the process is positive

Educating future generations of physicians is one of the
privileges and obligations of the medical profession. As
an important part of this process, doctors historically
have patterned their activities on those of practitioners
whomtheyrespect and trust.Thesehavebeencalled role
models, “individuals admired for theirwaysofbeing and
acting as professionals.”1 Both consciously and uncon-
sciously, we model our activities on such individuals.2

Although role modelling is at the heart of “character
formation,”3 medical students and junior doctors have
observed that many clinical teachers are poor role
models. In one study less than half of the teachers were
identified as positive rolemodels.4 In another, half of the
clinical clerks and a third of the residents surveyed felt
that their teachers were not good rolemodels for doctor-
patient relationships.1 Clearly, this is a situation that
should concernus and the institutions inwhichwework.

Learning from role models occurs through observa-
tion and reflection, and is a complex mix of conscious
and unconscious activities (fig 1). 5 We are all aware of
the conscious observation of behaviours, but under-
standing the power of the unconscious component is
essential. Active reflection on the process can convert
an unconscious feeling into conscious thought that can
be translated into principles and action. In an equally
powerful process, observed behaviours are

unconsciously incorporated into the belief patterns
and behaviours of the student.

Role models differ from mentors.6 Role models
inspire and teach by example, often while they are
doingother things.Mentors haveanexplicit relationship
with a student over time, and they more often direct the
student by asking questions and giving advice freely.7

What makes for an effective role model?

As teachers we are capable of wide variation in our
performance as role models, and we can demonstrate
both positive and negative behaviours in a single
encounter, as illustrated in the first vignette (box 1).

The characteristics of role models have been well
documented13 48-10 (fig 2) and can be divided into three
categories:

Clinical competence encompasses knowledge and
skills, communication with patients and staff, and
sound clinical reasoning and decision making. All of
these skills must be modelled as they lie at the heart of
the practice of medicine.

Teaching skills are the tools required to transmit
clinical competence. A student centred approach
incorporating effective communication, feedback,
and opportunities for reflection is essential to effective
role modelling.

Personal qualities include attributes that promote
healing, such as compassion, honesty, and integrity.
Effective interpersonal relationships, enthusiasm for
practice and teaching, and an uncompromising quest
for excellence are equally important.
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Where does role modelling take place?

Medical education is complex and students can observe
role models in a variety of educational settings.We now
understand that there is a formal, an informal, and a
hidden curriculum.10 Role models function in all three.
The formal curriculum is outlined in mission

statements andcourseobjectives,detailingwhat faculty
members believe they are teaching. Role modelling
certainly takes place here, and the conduct of medical
teachers at this level can have a profound effect.
Teachers who show passion and enthusiasm for
medicine can be extremely effective; failing to do so
is to miss a valuable opportunity.
The informal curriculum, which consists of

unscripted, unplanned, and highly interpersonal
forms of teaching and learning, is very powerful. All
role models, from peers to senior doctors, function in
the informal curriculum,10 11 andmany of the corrosive
effects of negative role modelling are experienced
here.4 12 As shown in the second vignette (box 1),
conversations in both formal and informal settings
reveal and transmit important attitudes and values.
Finally, a set of influences, which are largely hidden,

function at the level of the organisational culture and
structure of the institution. The influence of this hidden
curriculum on role modelling can be profound, as
many of the barriers to effective role modelling can be
found here. For example, an institutional culture that
promotes overwork, leaving insufficient time for
harried clinical teachers to promote the type of

reflectivepracticeneeded todemonstratebestpractices
among students, is detrimental to effective role
modelling. Similarly, a culture that tolerates inade-
quate clinical care or poor interpersonal relationships
inhibits positive modelling, as do administrative
decisions that fail to show appreciation and support,
both financial and non-financial, of those who are
trying to be exemplary.

How can role modelling be improved?

Thedesire tobetterourownperformance is anecessary
first step in improving role modelling. Two areas need
to be addressed: the personal level, where we analyse
our own strengths and weaknesses as role models, and
the organisational level, where we consider the impact
of the institutional culture in which we teach.

Strategies to improve personal performance

Doctors can improve their teaching skills and possibly
their effectiveness as role models.2-13 Box 2 lists some
strategies that can help to improve role modelling.

Awareness of being a role model
The conscious recognition of the importance of role
modelling as a teaching and learning strategy, and the
positive or negative impact ofwhatwe aremodelling, is
fundamental to improving performance. For example,
isDrSmith (vignette 1) awareof the impact of her “rude
behaviour”—or of the fact that she is condoning it?We
are rolemodels at all times—whenwe are teaching and
when we are in social situations.9 We must also share
our awareness with our students. For example, it is
important for Dr Jones (vignette 3) to explain the
encounter with the patient so that the student will
reflect on and understand some of the lessons learnt.

Time to teach
Despite the challenges of clinical demands, we must
“protect time” in order to facilitate dialogue, reflection,
and debriefing, all of which are needed to make the
lessons learnt through role modelling apparent to the
learner.14 15 For example, had Dr Smith (vignette 1)

Active observation
of role model

Making the
unconscious

conscious

Active
exploration

of affect
and values

Reflection and
abstraction

Translating insights
into principles

and action

Generalisation and
behaviour change

Unconscious
incorporation of

observed
behaviours

Fig 1 | The process of role modelling7

Box 1 Rolemodelling vignettes

1: In the middle of the night

A house doctor on duty in the intensive care unit at night pages the consultant on call, Dr

Smith, to inform her that a postoperative patient is not doing well. The consultant is

obviously annoyed at being called in the middle of the night. Although she answers the

questions and finally agrees to come in, the conversation is unpleasant and filled with

tension, as Dr Smith is abrupt to the point of rudeness.

2: In the cafeteria

In the cafeteria, students and theirmentor overhear Dr Reed, a senior surgeon, describing a

patient in derogatory terms, using the patient’s name. Thementor asks to speak to Dr Reed

privately, and reminds him that he is in a public place, violating patient confidentiality and

failing to show respect.

3: In the clinic

A final yearmedical student on rotation in a general practitioner’s office finds that a patient

withmetastatic breast cancer is extremely upset and worried about her future. The general

practitioner,Dr Jones, isextremelybusy,withmanypatientswaiting.Nevertheless,heenters

theconsultation roomwith thestudent, sitsdownand takes thepatient’shand,empathises

with her concerns, and explains that he is very pressed for time; he also arranges a special

appointment with her at a later date when hewill have time to reassure her and answer her

questions.

“ We must acknowledge . . . that the
most important, indeed the only, thing
we have to offer our students is
ourselves. Everything else they can
read in a book.” – D C Tosteson19
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talked about her personal distress in the middle of the
night, she would have given an important—and
positive—message to the student. The lack of con-
versation led to a missed opportunity for learning.
Negative attitudes, such as those shown byDr Smith

(vignette 1) andDrReed (vignette 2), are as powerful as
the positive ones demonstrated by the mentor in
vignette 2 and Dr Jones in vignette 3. Consciously
modelling competence, positive attitudes, and enthu-
siasm for the practice of medicine, as Dr Jones
demonstrates, can be transformative.1 4 However, we
need to ensure that the behaviours being modelled are
made explicit to the learner.

The importance of reflection: making the implicit explicit
The ability to be conscious of, and reflect on, the
behaviours and attributes that we are demonstrating is
crucial to effective rolemodelling.Whenever possible,
we should examine and explain what we do in the
presence of students, junior doctors, and colleagues.
This has been called “reflection in action.”14 It is also
helpful to discuss with students the impact of the
encounter on the patient, the student, and oneself after
it has occurred—“reflection on action.” If we then
relate this experience to future actions, we are engaged
in “reflection for action.”
Many situations include a mix of positive and

negative role modelling; reflecting on these experi-
ences provides valuable lessons to students. For

example, the mentor in vignette 2 demonstrates
positive modelling through self regulation. The fact
that Dr Smith (vignette 1) does come in during the
middle of the night shows both commitment and
altruism. However, without thinking about these
events, students may not learn from what they have
observed. Although important components of role
modelling will always remain implicit, a conscious
effort to articulate what we aremodelling, and to make
the implicit explicit, will benefit both the student and
role model.

Participating in staff development
Staff development programmes designed to improve
teaching skills are now widely available, both within
institutions and at scientific meetings.16 17 Some uni-
versities offer programmes specifically designed to
improve role modelling. These can be of great value if
they encourage reflection by the role models. Volun-
teering to participate in such activities indicates a desire
to improve.

Strategies to improve the institutional culture

Given the multitude of factors that impact role
modelling,working to improve the institutional culture
in which we work cannot be ignored. The important
institutional barriers to effective rolemodelling include
an organisational structure that encourages overwork,
resulting in insufficient time for teaching15; a lack of
institutional support for teaching10 11; and a culture that
accepts inadequate patient care or poor relationships
between members of the healthcare team.11 As
individuals dedicated to student learning, we must
work to overcome these barriers and take advantage of
opportunities that can help to improve the environ-
ment in which we teach. Methods for doing so depend
on the local organisation and culture; they include
raising awareness, pointing out deficiencies, reinfor-
cing strengths, analysing the local environment, and
proposing remedial action, which will often include
staff development. The object is to create an environ-
ment that supports positive role modelling.

Deficient knowledge and skill

Clinical competency

Excellent knowledge and skill

Ineffective communicationEffective communication

Poor clinical reasoningSound clinical reasoning

Negative characteristicsPositive characteristics

Insensitive to patients' suffering

Personal qualities

Compassionate and caring

Lapses in honesty and integrityHonesty and integrity

Dissatisfaction with the practice of medicineEnthusiastic for the practice of medicine

Ineffective interpersonal skillsEffective interpersonal skills

Acceptance of mediocre resultsCommitment to excellence

Lack of collegialityCollegial

Humourless approachDemonstrates humour

Unaware of role

Teaching skills

Aware of role

Not explicit about what is modeledExplicit about what is modelled

Does not make time for teachingMakes time for teaching

Does not show respect for student needsShows respect for student needs

Does not provide timely feedbackProvides timely feedback

Does not encourage reflection in studentsEncourages reflection in students

Fig 2 | Characteristics of role models

Box 2 Strategies to improve rolemodelling

� Be aware of being a role model

� Demonstrate clinical competence

� Protect time for teaching

� Show a positive attitude for what you do

� Implement a student centred approach to teaching

� Facilitate reflectiononclinical experiencesandwhathas

been modelled

� Encourage dialogue with colleagues

� Engage in pertinent staff development

� Work to improve the institutional culture

� Whenever possible be explicit about what you are

modelling
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In conclusion, rolemodelsdonotonly functionat the
bedside, in the clinic, or in an office. Role models in
medicine fulfil their roles in virtually any situation in
which a student can observe a clinical teacher.18 In
doing so, it is important to model a lifestyle character-
istic of a professional.Wemust also recall that being an
effective rolemodel is an ideal to be pursued.No one is
aperfect rolemodel at all times.Ourobjective is tobeas
consistently good as we can be.
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A lesson relearnt
Atmedical school, the importance of introducing yourself
to thepatientwas continually emphasised.The first boxon
any OSCE (objective structured clinical examination)
mark sheet was devoted to this simple, but fundamental
tenet of being a doctor. For a “clear pass,” one had to state
one’s name and role and clarify the patient’s preferred
form of address.

These were easy marks to be had, so I learnt a spiel by
rote: “Hello Mr/Ms……, my name is…., I’m a medical
student,would it be alright if I examinedyou?” Imust have
repeated this, or some variation thereof, hundreds of times
during my three years as a clinical student. I remember
during one mock OSCE practice, the doctor leading the
session enthusiastically congratulating us on introducing
ourselves clearly. I thought this a bit over the top, but he
went on to say that many doctors doing postgraduate
examinations often forgot to introduce themselves and
launched straight into examining the patient or taking the
history. I thought this unlikely, given that introducing
oneself is something learnt on the first day of medical
school. How wrong I was.

Thus, one afternoon I found myself going to prescribe
intravenous fluids for one of our postoperative patients. I
already knew the patient; I hadmet her on theward round
every morning for the past week, albeit scribbling notes
hurriedly at the end of the bed. I picked up her fluid
balance chart and started asking her about how much she
had beendrinking andwhether she felt thirsty. Iwas trying
to calculate her fluid balance when she asked: “But what’s
your name, doctor?” I paused in the midst of my

calculations and answered her question somewhat
sheepishly.

Subsequently, I reflected on this incident and its
implications. I was surprised that I had forgotten to
introduce myself—something that just a few months
earlier would have been unthinkable. I knew that I had
become more efficient during my first few weeks as a
doctor, due in part to my being able complete the same
tasks in less time.Aftermy firstweekon call, I no longer sat
down to take a history; instead, I wrote my notes after
seeing the patient, and my examinations became slicker
and more focused. The second reason for my new found
efficiencywas that in the transition frommedical student to
doctor, I had discarded things I considered unnecessary—
tactile vocal fremitus, for example, practised obsessively
for finals and forgotten soon after. This episode, however,
forced me to reconsider this enthusiastic pruning and to
wonder whether, far from being efficient, I had already
discarded too much.

So I have taken a step back and try, especiallywhen I am
busy, to pause, take stock, and think about how I might
have approached the situation as a medical student and
whether I should be equally thorough now. And I have
resolved to introduce myself properly to all patients,
although I accept that most cannot pronounce, let alone
remember, my name.

Vasandhara Mahendrayogam foundation year doctor
West Suffolk Hospital, Bury St Edmunds
vasmahendra@hotmail.com

KEY POINTS

Rolemodelling is a powerful teaching tool for passing on the knowledge, skills, and values of
themedical profession, but its net effect on the behaviour of students is often negative rather
than positive

By analysing their own performance as role models, individuals can improve their personal
performance

Strategies are available to help doctors become better role models:

Being aware of the impact of what we are modelling (be it positive or negative)

Protecting time to facilitate dialogue, reflection, and debriefing with students

Making a conscious effort to articulate what we are modelling, and to make the implicit
explicit
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